The integrated care pathway is used in end-of-life care to improve quality of care; the Liverpool Care Pathway (LCP) has been used in Europe and North America. Tuen Mun Hospital is a regional hospital in Hong Kong, China. The End-of-life Care Pathway (ECP) based on the concepts used in the Liverpool Care Pathway, was developed, with modifi cation to suit the local condition. Criteria for entry onto the ECP were that the multidisciplinary team agreed the patient was dying, and was at least two of the following: bedbound; semi-comatose; only able to take sips of fl uid; no longer able to take tablets. The ECP template replaced all other inpatient documents. The ECP was implemented in the palliative care unit for terminal cancer patients. An audit was performed to review the result. Fifty-one Chinese patients were included in the audit with mean age 64. The median duration of ECP use was 24 hours. All patients had current medication assessed and non-essential drugs were discontinued. The audit result suggested integrated care pathway in end-of-life care could be implemented successfully in an Oriental culture. The acceptance of using the ECP as a standard clinical practice takes time and education. Appropriate template design and supervision are the keys to success.
E
nd-of-life care is an essential part of palliative care. The Liverpool Care Pathway (LCP) has been developed in the United Kingdom (UK) to standardize the quality of care for dying patients in hospice and non-hospice settings (Ellershaw et al, 1997; Ellershaw, 2003) . It is based on the principle of the integrated care pathway, which aims to facilitate distinct care through integrated multidisciplinary cooperation (Kitchiner et al, 1996) . The LCP sets up 18 goals in the care of the dying patient, involves a multidisciplinary team in diagnosing and caring for the dying patient, and uses a template to replace all other patient care documents (LCP Central Team UK, 2009) . It emphasizes comfort measures, anticipatory prescribing of medicines and discontinuation of inappropriate interventions in the care of the dying patient. A variance analysis system is incorporated in the LCP for continuous improvement. Through years of development, the LCP has been used in the UK and Netherlands (Veerbeek et al, 2006) . In Australia an audit of the care of the dying based on the goals of the LCP has been published (Hardy et al, 2007) . The use of an integrated care pathway in end-of-life care in a Chinese or Asian population is not available in literature.
Tuen Mun Hospital (TMH) is a regional hospital in Hong Kong serving a population of 1 million. The Palliative Care Unit in TMH is an integral part of the Department of Clinical Oncology. The multidisciplinary team consists of palliative medicine specialists, clinical oncologists, nurse, clinical psychologists, medical social workers, occupational therapists, physiotherapists and chaplain/pastoral care workers. The service covers breaking bad news, psychosocial and spiritual support, symptom control and bereavement. The palliative care unit has a new caseload of 1000 per year. In order improve the service to the unit's terminal cancer patients, the team assigned a workgroup (consisting of one doctor and two nurses) to review the concepts in LCP, with modifi cation according to local situation, and develop a clinical care pathway: End-of-life Care Pathway (ECP).
Preparation
The workgroup recommended that in order to implement the pathway as soon as possible, it was better to keep the goals simple and minimize administrative work. The workgroup suggested starting the ECP in two phases. In the fi rst phase of ECP, seven goals were defi ned for the optimal care of the dying (Table 1) . Some goals in the LCP were not implemented in the ECP. Communication with general practitioner (goal 9 and 12 in the LCP) was not thought appropriate in Hong Kong as most patients do not have a regular primary doctor. A majority of patients were Chinese, and a language assessment (goal 4 in the LCP) was not
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Audit considered necessary at this point. In a majority of cases the patient's next of kin had stated that they would like to be informed of the patient's death as soon as possible, as they may have a ritual procedure to perform. Therefore, 'identify how family/other are to be informed of the patient's impending death' (goal 7 in the LCP) was considered not necessary. Standardized protocol in mortality management (goal 13-17 in the LCP) were already available, therefore the workgroup recommended to review these procedures in phase two, to minimize the administrative impact to frontline staff during implementation of the new pathway. Providing families with a leafl et on hospital information and bereavement (goals 8 and 18 in LCP) would also be implemented in phase two. The recommendations were approved by the multidisciplinary team. Criteria for entry onto the ECP were that the multidisciplinary team agreed the patient was dying, and was at least two of the following: bed-bound; semi-comatose; only able to take sips of fl uid; no longer able to take tablets. The ECP template replaced all other inpatient documents for this specifi c stage of care. The template consisted of initial assessment and ongoing assessment.
Before implementation, the template was distributed to the frontline staff for feedback, and revisions were made. Two education sessions were organized to brief the staff on the objectives, entry criteria and procedures of ECP. Staff anxiety on the withdrawal of medical routine such as blood pressure measurement was reassured. A nursing member of the workgroup was assigned in-ward to provide onsite supervision to frontline staff. Guidelines were available in-ward for reference. The ECP program began in November 2007 in a designated palliative care ward as a pilot project. The team performed an evaluation of the pilot project to investigate the effects of using the ECP in a Chinese population.
Methods
The hospital records of patients served with ECP in the Palliative Care Unit in TMH between November 2007 to August 2008 were reviewed. The defi nitions of standards used in the initial assessment are: current medication assessed and non-essential drugs were discontinued; as required subcutaneous medications were written up (prescribed); inappropriate interventions were discontinued; patient awareness of his/her dying condition was assessed; family awareness of patient dying condition was assessed; religious or spiritual needs of patient and care giver was assessed. These success criteria ( (Veerbeek et al, 2006) . All patients were Chinese and 18 years or older when they died. The data were analyzed descriptively.
Results
Altogether 51 patient's hospital records were included in this audit. The mean age at death of the patients was 64 years, compared to 61 in the other two institutes ( Table 2) ; 60% were men. The most common primary tumour was lung, followed by liver and rectum ( 
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Inappropriate interventions were discontinued in 94.1% of patients. Assessment of patient and family awareness of dying condition was done in 35.3% and 74.5% respectively. Religious or spiritual needs of the patient and caregiver were assessed in 71%. The compliance was affected by 25% missing data in the assessment of awareness of dying condition and religious or spiritual needs. For symptom control in the last 24-hours of life, 87% of patients were free from pain, 95% were free from agitation and 84% were free from excessive secretions. These fi gures were comparable to that of Liverpool and Rotterdam ( Table 5 ).
Discussion
The use of the end-of-life clinical care pathway has been developing since the 1990s (Ellershaw et al, 1997) . Today end-of-life pathways are used widely: in UK and Europe as LCP; and Palliative Care for Advanced Disease in the USA (Bookbinder et al, 2005; Luhr et al, 2005) . However, as the studies on the use of these integrated care pathways are descriptive, and randomized studies are not practical, their benefi t has been criticized (Shah, 2005) . The continuous sedation used in the protocol also raised concern (Murray, 2008; Treloar, 2008) . Up to now there is general consensus in literature that integrated pathways in end-oflife care improve symptom control in patients, as well as standardization, continuity and collaboration among the interdisciplinary team (Luhr, 2007) .
As there was no literature available on the use of the LCP in Asia, the goals listed in the LCP were reviewed and some of them were selected as the goals of the pilot project (Table 1 ) to suit the local situation.
In this review, most of the care goals for dying patients were achieved in the majority of patients. Patients received an initial assessment of symptoms and appropriate adjustment of intervention in the ongoing assessment. The result is comparable to the other two institutes. The result suggests that the integrated care pathway is feasible in providing quality care during the end-of-life phase in an Oriental cultural population (as all patients and staff involved were Chinese).
Only 35.2% of patients had been assessed for their awareness of dying condition, which is the lowest among the three institutes. This is possibly due to the relatively late initiation of the ECP, as suggested by the shorter duration of service with the ECP in our patient compared to the others. The 25% missing data in the assessment of awareness of dying condition and religious or spiritual needs may also lower the compliance rate.
There are points worth noting during comparison. Firstly the cancer incidence in the European population is different from the Chinese population. In Hong Kong we have a much higher incidence of hepatocellular carcinoma (Yuen et al, 2009) , which was the second most common primary tumour in this cohort. Therefore the spectrum of symptoms may be different during the dying phase. Secondly, the assessment interval of ongoing assessment is 4 hours in the LCP but 8 hours in the ECP, due to the limitation in manpower.
ECP was new to the unit. Training sessions had been provided to equip the staff before implementation. In this review, most of the template record was completed, except in the psychological and spiritual assessment part, which had 25% missing data. The error occurred mainly in the early phase of the implementation. The condition was steadily improved after further on-site supervision. The design of the template may also play a role in this issue.
In the second phase of the implementation of the ECP after this review, a check box has been incorporated to the revised 'ongoing assessment form' to confi rm the completion of the initial assessment. New goals on 'care after death' and information leafl ets have been added to further improve our quality of care. Further education sessions have also been conducted to enhance staff competence in using ECP.
During the early phase of the introduction of ECP, only 10% of the patients who died in the Palliative Care Unit were served with ECP. It refl ected the uncertainty that doctors and nurses s t i l l h a v e i n c o m m i t t i n g t o a diagnosis of a dying patient, even when clear criteria had been suggested. After one year of experience, 40% of the patients who have died in the unit have received ECP, and the trend is still rising.
Conclusion
The use of the ECP provided a foundation for good symptom control, psychological, social and spiritual support. As suggested by our evaluation, good quality of care could be achieved, in a cohort of patients and staff with an Oriental cultural background using integrated care pathway. 
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